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from kwashiorkor or infection, is highest. At the present
state of development of these people, the weekly distribu-
tion of dried milk powder, Pronutro and, in some cases,
fortified soup powders is not sufficient. The milk is not
always properly reconstituted, being often far too dilute.
Quin' has shown admirably that the traditional Pedi diet
contains sufficient of all essential nutriments. However, the
combined effects of Western civilization and a long and
serious drought have modified and depleted the traditional
diet, and the vast majority of children subsist on a mealie-
porridge diet, which makes protein supplements obligatory
if they are to survive.
We feel that in a Bantu Reserve such as this, with a
widely scattered population, malnutrition can only be
tackled realistically by the use of mobile soup kitchens
which visit given areas at least 3 times a week for the
distribution of reconstituted high-protein soup, fortified
biscuits such as 'Kokstad' type, and dried skimmed milk
which the people may reconstitute themselves. Clearly an
undertaking of this magnitude is beyond the financial
means of mission hospitals, and would have to be financed
by the State. We contend that the reduction in child
morbidity and mortality, with the saving of hospital ex-
penses and the ultimate increase in available labour for
industry, mines, etc., would make this step financially
worth while. It may be, too, that the lack of energy,
mental drive and moral responsibility which characterize
so many Bantu in adult life, could be traced to chronic
undernutrition during the important years of growth and
development in early childhood.
MORNING SESSION - 13 April - OGGENDSIlTING
ChairmanjVoorsitter: Dr. R. E. Cronje
SUMMARY
A study was made during the period July 1964 to January
1965 of the weights of 152 regular attenders at a weekly
Infant Welfare Clinic in the Bantu Reserve of Sekhukhuniland
in N.E. Transvaal.
A graph plotted of average weights of Pedi infants at each
month of life from 2 to 24 months shows that after the age
of 7 months the curve falls well below even the 3rd Boston
percentile, in spite of the fact that all these children were
receiving regular supplements of dried skimmed milk, Pro-
nUtrO and Vi-Daylin-some for several months before the
survey started. The weight gain of 96 infants over the 6-month
period was analysed, and it was found that this averaged 3 lb.
4 oz. in the group 0 - 6 months on I July; 3 lb. in the group
7 - 12 months; 2 lb. 11 oz. in the group 13 - 18 months, and
2 lb. 14 oz. in the group 19 - 24 months. Three infants in the
group 7 - 12 months actually lost weight.
Pedi weanlings usually receive morepa (soft mealie porridge)
containing 04 G crude protein per ounce. Many, however,
exist solely on a diet of buswa (hard porridge) containing
0·8 G of protein per ounce. Although no child receiving
regular food supplements at the clinic developed overt nutri-
tional oedema or kwashiorkor, the figures obtained showed
an appalling degree of undernutrition from which most never
recover. At least 50% of Pedi infants would seem to die before
their fifth birthday.
We contend that the productivity of the Bantu in adult life
could be increased if a large-scale feeding programme for
infants (and their mothers) were instituted, and suggest that
mobile soup kitchens should visit given areas at least 3 times
a week for the distribution of reconstituted high-protein soup,
fortified biscuits and dried skimmed milk.
REFERENCES
1. Nelson, W. (1964): Textbook of Paediatrics, 8th ed., p. 42, fig. 18.
Philadelphia: W. B. Saundets.
2. Quin, P. J. (1959): Foods and Feeding Habits of t1le Pedi, p. 152.
Johannesburg: Witwatersrand University Press.
3. ldem (1959): Ibid., p. 143.
4. ldem (1964): S. Aft. Med. J., 38, 969.
CAN WE ERADICATE MALNUTRITION IN SOUTH AFRICA?
M. L. NESER, National Nutrition Research Institute, Council for Scientific and Industrial Research, Pretoria
If the question asked in the title of this paper is viewed
from a philosophical angle, the answer must obviously be
'no'. We do not yet know enough about nutrition, and
probably never will know enough, to be able to say with
certainty exactly what amount and variety of food is best
suited to the needs of any particular individual. If we had
this knowledge we would have no way of imparting it,
except through individual counseIling-a method which
obviously cannot be applied to whole populations. But
even if we had the necessary knowledge and the means of
imparting it, and even if everybody had unlimited access
to ali the foods we might prescribe, we should still have
no means of ensuring that our advice was followed. As
long as human beings are free to eat what they like there
will be those whose appetites will lead them astray, who
wili eat too much or too little, or those who will deprive
themselves of one type of nutrient in order to overindulge
in another. The human appetite, even in young children,
is a most unreliable guide to the body's needs, for it can
all too easily be influenced and perverted by factors quite
unrelated to actual nutritional requirements; and it must
be acknowledged that next to food availability appetite is
the major controlling factor in human food consumption.
In comparison with the compulsive influence of appetite
the influence of common sense and nutrition education is
often very weak indeed. Even the knowledge that sudden
death may result from unrestrained eating is often insuffi-
cient to induce a human being to change his eating habits.
With these factors in mind it can be seen that there is
no prospect whatsoever of completely eradicating malnu-
trition in South Africa or anywhere else, for many of the
factors which lead to malnutrition are inherent in our
human condition. However, although there is probably a
great deal of malnutrition in this country that is not
amenable to correction, there is undoubtedly a very high
incidence of malnutrition owing to factors that can, in
theory at any rate, be corrected or eradicated. It is this
preventable malnutrition as it occurs in the country as a
whole and the prospects of its eradication that I wish in
particular to consider in tills paper.
Before proceeding with a consideration of the factors
involved in the malnutrition problem, I should like to de-
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fine the limits within which I intend to confine myself. We
have a rapidly expanding population, and the increase in
numbers is greatest among those whose access to food is
most restricted and who are least able to help themselves.
For this reason alone the malnutrition problem must
assuredly increase, as must the scope of the measures
needed to deal with it. A consideration of the problem of
eradicating malnutrition in this country can therefore not
be confined to the conditions which obtain today. How-
ever, my present purpose will not be much furthered by
speculating about future conditions and attempts to assess
the efficacy of our future resources. I propose rather to
consider the malnutrition problem as it exists today and
briefly examine the possibility of eliminating it now or in
the future. Passing reference will be made to possible
future conditions where indicated, but I do not want to
lay any emphasis on future needs. I believe that if we
look squarely at the present problem we will receive a
very good indication of our chances of coping with mal-
nutrition in the future.
Defining Malnutrition
Let us commence with a consideration of what should
properly be included under the term 'malnutrition' in a
discussion of this nature. Our aim is to make a realistic
appraisal of the extent of nutritional deficiency and dis-
order in our country, and for the purpose of this paper I
intend to regard as malnutrition all types and degrees of
defective nutrition. This means that we will take into
account not only the named nutritional diseases such as
kwashiorkor and pellagra, but also the disorders that may
be present in ambulant persons and the various degrees
and manifestations of undernutrition.
We come now to the essential question of the probable
extent of defective nutrition in our country, and imme-
diately we are in difficulties. To begin with, we have no
absolute standards by which we can measure nutritional
status. Unless we know what is optimal nutrition for an
individual or for a population group, we cannot recognize
what is sub-optimal, and we know very little about optimal
nutrition. We would in fact be hard put even to define it
satisfactorily. Nor do we have the knowledge of the
inherent growth potential of the various racial groups in
our country that would enable us to detect the existence
of undernutrition from stunting of growth. Except, there-
fore, where actual clinical signs attributable to malnutri-
tion are present, we cannot draw any definite conclusions
from physical status alone. We have in any case very little
information available about the physical condition of our
population as a whole. Isolated surveys have been done on
ambulant population groups, but nothing on a national
scale has yet been attempted. Our knowledge of the inci-
dence of overt nutritional disease is limited to those cases
seen by doctors, and of most of these we have no records
unless they are admitted to hospital. Even in the case of
kwashiorkor, which has been made a notifiable disease, it
cannot be assumed that all cases seen by doctors are
notified, for it is obvious that when there is extreme
pressure of work, certain duties will have to be neglected
in favour of others which are more urgent. Therefore,
although we have figures available for notified cases of
kwashiorkor and for patients admitted to hospital with
various nutritional diseases, we are completely ignorant
of the actual incidence of these diseases in the country as
a whole.
With all these factors in mind, it can be seen that we
will necessarily have to base our evaluation of the extent
to which malnutrition occurs on general assumptions made
from the different facts known to us which have a bearing
on the problem. It will obviously be impossible to arrive at
any numerical estimate of the incidence of malnutrition.
THE NUTRITION SITUATION IN SOUTH AFRICA
White Population
We have in our country a White population conslstmg
mainly of town-dwellers in whom are found all the ills
characteristic of affluent societies. These ills include, among
others, degenerative arterial disease, diabetes, obesity and
tooth decay, all of which are partly or wholly due to
dietary causes and can therefore be included under the
term malnutrition. The incidence of these conditions is
extremely high if minor degrees are included.
Our White population is therefore characterized by a
great deal of imperfect nutrition resulting from the indis-
criminate use of certain foods. An interesting confirmation
of the lavish provisions enjoyed by the affluent is the fact
which emerged from our primary school survey that White
primary school children from the upper socio-economic
strata are taller and heavier than those from the lower
strata. Even in our affluent White society, therefore, the
less privileged children fail to realize their full growth
potential and, according to this standard, can be con-
sidered undernourished. Added to this we have the evi-
dence, also obtained in our surveys, that the clinical signs
attributed to various vitamin deficiencies are present in
some degree in a large proportion of White children. On
the other hand, the reported incidence of kwashiorkor
among Whites is very low, so that when this disease does
occur in White children the circumstances must obviously
be exceptional. This ;s confirmed by the fact that the
weights of White infants seldom give cause for concern,
indicating that as a group they are not characterized by
restricted access to high-class protein. Other named defi-
ciency diseases are rare, and it is doubtful whether pel-
lagra of primary nutritional origin occurs at all.
There is thus in our White population much evidence
of nutritional disorder arising from overindulgence and
faulty food selection, little evidence of any protein mal-
nutrition in infancy, some evidence of undernutrition in
the less privileged groups, and a very low incidence of
named deficiency diseases. While this picture has its
reassuring features, we have no reason to be greatly
satisfied with the state of nutrition of our White popula-
tion.
Urban non-Whites
In our urban non-White populations, whether they be
Bantu, Coloured or Indian, we have population groups
which in many cases greatly outnumber the Whites and
which, with certain exceptions, exist on a socio-economic
level vastly inferior to that of the Whites. In view of the
fact that inferior socio-economic status is associated with
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foregone conclusion that there must be a failure on the
part of our indigent non-White populations to realize
their full growth potential. This must be so whether the
retarded growth in less affluent Whites is due to poverty,
ignorance or improvidence, for all these factors are pre-
sent to an alarming degree in our indigent non-White
populations, although some are less evident in certain
groups than in others. We can thus assume that there is
growth retardation among these populations, although we
cannot measure its extent because we have no knowledge
of the inherent growth potential of the different races.
Bantu primary school children were found in our sur-
veys to be two years behind White children in height and
weight. We do not know whether this is a retardation
that persists into adult life, but in view of the short
stature of the average adult Bantu it seems probable that
it does. This is no more than we would expect from what
we know of the urban Bantu diet. Nearly 80% of the Bantu
children investigated in our survey came from homes
where the family income was too low to permit the pur-
chase of adequate food supplies. We know that mealie-
meal porridge is the dietary stand by of these people, and
in relation to its bulk this food is a poor source of both
protein and calories. In a study of the weight gain during
pregnancy of urban Bantu women,] I found that their
average weight gain was substantially lower than that
typical of well-fed White women. The average birth-
weight of urban Bantu idants is also lower than that of
White infants.
These facts all point to the existence of chronic under-
nutrition, although the degree of undernutrition seen in
our urban Bantu populations is much less marked than
that which exists, for instance, in parts of India.' I have
mer:tioned specific facts pointing to undernutrition only
in the case of the Bantu, but what is true of urban Bantu
must undoubtedly be true to a greater or lesser extent of
our other indigent urban populations, notably the Col-
oured people of the Cape and the Indians of Natal.
The indigent non-White populations of our towns have
a sufficiently high incidence of kwashiorkor to point to a
widespread deficiency of protein among infants and tod-
dlers, a conclusion which is borne out by the fact that
according to hospital records low body weights are
common in young children from these racial groups
suffering from non-nutritional diseases as well as those
suffering from actual nutritional disease.' In addition we
know that among older children and adults there is con-
siderable evidence of vitflmin deficiency. In our Pretoria
surveys we found biochemical evidence of a lower protein,
nicotinic acid and riboflavin status among Bantu than
among White children. We also know that the clinical
signs attributed to vitamin deficiency are extremely com-
mon in Bantu women who attend our municipal antenatal
clinics, where vitamins are handed out in large quantities.'
It should perhaps be mentioned that anaemia does not
appear to be a feature of our urban Bantu populations, but
was found to be present in a small proportion of the
Indian children investigated in our Pretoria survey.
We further find among our urban non-White popula-
tions numerous cases of frank deficiency disease which
are seldom seen among our Whites. We have already
mentioned kwashiorkor. the incidence of which is particu-
larly high in Bantu. There is also a considerable incidence
in urban non-Whites of nutritional marasmus and of
pellagra in older children and adults. The latter condition
occurs mainly among Bantu, but I have seen mild pella-
grous skin lesions in young Coloured children in Pretoria.
It should further be borne in mind that there is a high
incidence among our urban non-White populations of
those diseases in which malnutrition may be a contributing
factor, notably gastroenteritis, bronchopneumonia and
tuberculosis. Finally, it should be mentioned that degene-
rative arterial disease, diabetes and obesity also occur
among urban non-Whites, but usually to a relatively minor
extent. Tooth decay, on the other hand, is very common
among them.
The state of nutrition of our urban non-White popula-
tions thus gives cause for much concern. It cannot be
doubted that there is widespread chronic undernutrition
among them, a deficient intake of certain vitamins, an
increased susceptibility to disease and a probable reduc-
tion in work capacity. There is also evidence of a serious
degree of protein deprivation in infants and young
children, and we do not know what toll such deprivation
may take in later life. There is no prospect in the imme-
diate future of that rise in socio-economic status, which
alone could bring about the spontaneous elimination of
undernutrition and other types of nutritional deficiency
in these population groups, and no improvement can be
expected unless we set about securing it.
Rural Bantu
When we turn to our rural Bantu, including those of
the homelands and Re:ierve areas, we are dealing with a
very substantial proportion of the population of this
country, and the part about which the least information
is available. However, we are here also in a position to
draw reasonable inferences from the circumstances that
are known to us.
In the first place, we are here dealing with people who
are living entirely, or almost entirely, off the land. In the
White areas there are Bantu farm employees who benefit
from their employers' farming activities by way of provi-
sion with wholesome and varied food. We know, how-
ever, that some farmers prefer to make available to their
employees a piece of land on which they are expected to
produce their own food, and the position of such em-
ployees is in many respects similar to that of the Bantu in
the Reserves.
The general condition of the rural Bantu is one of
extreme poverty with a consequent lack of communal re-
sources. It is one of widespread ignorance of the benefits
of Western civilization, of superstition, prejudice and
binding traditions, and of dependence on a land which is
limited in extent and often extremely unproductive be-
cause of low soil fertility and low rainfall. Droughts are
common and prolonged in many areas, for example the
Northern Transvaal. When droughts occur in these areas
the Government has to step in with emergency aid to
prevent mass starvation, for these people are not in a
position to make provision against lean years. Indeed, they
are apparently unable even in normal times to make
provision during the fat months of the year for the lean
months that must follow, for the evidences of malnutrition
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tend to be particularly common at certain times of the
year. Farming methods are primitive in the extreme, and
there would be no home capital available for the introduc-
tion of modern methods even if the knowledge were
available and the prejudice against their application could
be overcome. Farm animals are relatively few and of very
poor quality. They are in any case traditionally looked
upon as currency and not as food. Milk and egg yields
are very low, and these commodities are often reserved
for sale rather than for home consumption, this being a
contributory source of the meagre cash earnings of these
people. Cash is also sent home in small amounts by the
men who are working in the towns, but the latter make up
only a small proportion of the men actually in search of
work. For most of them there is no chance of lucrative
employment.
Like the urban Bantu, their dietary staple is mealie-meal
porridge, and with this they may eat various wild greens
and fruits, but little in the way of meat, dairy products
and home-grown vegetables. There are, of course, areas in
which conditions are better, and even very fertile areas
like the Transkei, but, on the other hand, there are parts
of the country in which even the mealie-meal runs out
during certain months of the year or during times of
drought, when widespread famine may supervene. A mem-
ber of our staff recently visited a Reserve in a drought-
stricken area of the Northern Transvaal to ascertain what
opportunities there were for studying tribal food habits
and taboos. He found a people so bankrupt of food
resources that they were largely dependent on Govern-
ment bounty, and were even reduced here and there to
eating boiled cow dung and hay. The bondage of tribal
customs nevertheless still largely prevented, especially
among women and children, the consumption of what little
animal protein was available.
We have very little idea of the actual incidence of
malnutrition in the rural Bantu, but it is a foregone
conclusion from our knowledge of their resources that
there must be widespread chronic undernutrition, probably
with periods of semi-starvation for many of them during
certain times of the year. There must be a great deal of
protein deficiency, especially among toddlers and pregnant
and lactating women, and of vitamin deficiency among all
age groups. I wish to refer specifically to the extremely
high incidence of pellagra or nicotinic-acid-deficiency
syndrome. Maize is very deficient both in free nicotinic
acid and in the essential amino acid, tryptophan, which
can act as a precursor of nicotinic acid; hence the high
incidence of pellagra in our maize-eating communities.
When I deputized for a missionary doctor in the Ham-
manskraal area in October/November 1963, I was parti-
cularly struck by the fact that of the patients who
visited the country clinics held for the benefit of those
who lived far from the hospital, approximately 50%
were suffering from pellagra. I have since been informed
that the incidence is also very high in Sekhukhuniland,
particularly during the summer months. The incidence of
kwashiorkor and prekwashiorkor is also very high among
clinic patients in Hammanskraal and in Sekhukhuniland.·
We know from the reports of district surgeons and coun-
try practitioners who cooperated with the CSIR and the
Department of Health in two questionnaire surveys"· that
such conditions are by no means exceptional. To complete
the picture we must bear in mind that large numbers of
rural Bantu are quite out of reach of medical or other aid,
and in view of the poverty of their resources, can be
assumed to be at least as much affected in health as those
who come under medical supervision.
The general picture that emerges for the rural Bantu is
one indicative of mo;e serious undernutrition than that
which exists among the urban Bantu, more severe protein
deficiency among young children, and more widespread
vitamin deficiency. Dietary resources are generally very
meagre, with little prospect of betterment and in many
areas every prospect of periodic drastic reduction. At the
same time, these people continue to increase rapidly in
numbers. In view of their already insufficient agricultural
resources this rapid population expansion is a truly dis-
quieting feature of the situation.
WHAT CAN BE DONE ABOUT MALNUTRITION I SOUTH AFRICA?
We come now to the question of what would have to be
done to eradicate the malnutrition that is so prevalent
among all our population groups, and here I would like
to state that I do not intend to analyse our agricultural
and other food resources and potentialities. This has
already been done by various experts and conclusions have
been on the whole optimistic (see e.g. Hulme,' McMartin,'
Hirzel'). It is believed {hat we can expand our agricultural
and other activities to meet the needs of the growing
population. Who is going to pay for the expansion if the
people who need to benefit cannot afford to buy the food
that is produced for them is, however, a question that has
yet to be answered. The other question I do not intend to
dwell on is that of introducing birth control methods
among our most rapidly expanding populations. The
desirability of curbing population growth to prevent future
starvation must be obvious to everybody, but I personally
see little prospect of anything more than a limited applica-
tion of whatever methods we might be in a position to
introduce. The reasons for my lack of optimism are the
prohibitive cost of nation-wide measures, the lack of
personnel for putting them into practice and the prejudice
that would be encountered among those most in need of
such assistance. I propose to assume, therefore, for the
remainder of this discussion, that the potential food re-
sources for meeting our population's nutritional needs are
available to us now and will continue to be available in
the future, and that we will not be able to effect any
substantial reduction in population growth.
The remedy for malnutrition is everywhere the same,
namely that the population affected must in some way be
induced, with assistance in the form of food distribution
if necessary, to subsist on an adequate and balanced diet.
It is relatively simple to calculate the total food require-
ments of a population from our knowledge of man's
average nutrient needs, but it is another matter to judge
the individual's requirements. This is one of the factors
that will prevent us from ever being able to guarantee the
nutritional health of every individual in our population.
The other factor is man's liability to be led astray by his
own ideas and his appetite. For these reasons we will
always have among us individuals who are in some way
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In the White population of our country we have such a
group with on the whole free access to food and yet
among whom many nutritional disorders are prevalent. We
have contact with this population group through schools,
universities, newspapers, radio and other channels, and we
thus have many opportunities for improving their state of
nutrition through nutrition education. Much has already
been done in the way ;)f nutrition education among Whites,
and there is not among them the ignorance of nutritional
principles that faces us among our non-White populations.
However, in spite of all the publicity given to the dangers
of indiscriminate eating, we have not been able to stem the
tide of deaths from coronary thrombosis; nor do our
warnings against the consumption of sweets and cool
drinks appear to have more than a minimal effect, even
among the most enlightened sections of our population. It
does not seem to me, therefore, that we have much hope
of remedying this situation. We could probably improve it
by exerting greater pressure of advertising and offering
more nutrition education through the various channels at
our disposal, but in the last resort the remedy will lie with
the individual members of the population. If, as suggested
by Dr. Quass,'0 metabolic clinics were established through-
out the country, we would possibly make significant ad-
vances in the early detection and reversal of disease due
to wrong eating in those who could afford to follow our
advice and were willing to cooperate. I do not see, how-
ever, where we are going to get the expert personnel to
man such clinics, since there is already such a serious
shortage of higWy-trained personnel in this country. Nor
do I think that it will be easy to obtain the necessary
funds. We have moreover a very pressing problem of
malnutrition owing to food deprivation in this country,
which, if only through the sheer weight of human misery
involved, seems to me to have a prior claim on public
funds.
The problem that faces us in the case of our under-
privileged populations, including our indigent Whites, is
not merely one of producing enough food in this country
for all its inhabitants but of getting this food into the
hands of people who, through poverty, ignorance, preju-
dice or apathy, are unable or unwilling to avail themselves
of it.
Poverty
The poverty factor ~;eems to me already far beyond the
means of our greatly-outnumbered White population to
cope with. Only at the cost of great personal sacrifice on
the part of every individual in our White population could
we hope to raise enough money to improve substantially
the food intake of an entire population that outnumbers
us 4 to I. I do not think we will ever be able to do more
than apply palliative remedies of limited efficacy, such as
the milk-powder distribution scheme and other relief
measures, including medical aid, already in operation. We
will find it possible to make more extensive aid available
by spending more money, or more effective aid by availing
ourselves of the benefits of research such as that relating
to the production of cheap food mixtures." But when one
pauses to consider the vast numbers in need who live far
beyond reach of the sort of contact we have in our urban
areas, we see that sheer lack of trained personnel will
already prevent us from putting into operation in the rural
areas any extensive scheme for the distribution of aid. We
also lack the necessary medical personnel and facilities
for diagnosis in those areas, which are supplied almost
entirely by the greatly overburdened missionary hospitals
and district surgeoncies. The situation in rural areas is
liable to become worse, because the populations are in-
creasing, the land is becoming more worked out and there
does not appear to be any conspicuous desire on the part
of doctors or other workers to leave the towns for a life
of dedicated service in primitive rural areas. The provision
of adequate irrigation to the dry areas to make the alter-
native possibility of self-support a reality would be so
costly as to rule it out at our present level of economy.
Ignorance
The factor of ignorance-a mass ignorance among
millions-is one that will be even harder to combat. We
know that even among our urban Bantu, where we do
have means of contacting the people, although more
limited than among Whites, the ignorance of nutritional
principles that prevails is appalling, and the number of
health educators available for combating this ignorance a
mere drop in the ocean. Where then are we going to begin
to find the means of reaching the rural populations and
the personnel to put these means into operation?
Prejudice and Apathy
To turn to prejudice and apathy: these are qualities
which may be imposed by circumstances, but they are
also inherent in human nature, and it is often extremely
difficult to make any inroads against them. We see how,
among our enlightened White population, individual pre-
judice and apathy again and again prevent people from
believing and acting upon sound nutritional advice. What
then when we are faced with mass prejudice based on
suspicion and generations of tribal beliefs and with an
apathy born of chronic ill-health and undernutrition? This
is the complex vicious circle we are up against.
It seems to me that the magnitude of the malnutrition
problem in this country has been very much understressed,
and a lot of ill-judged statements have gone forth about
the extent to which it is already under control and the
likelihood of its being brought completely under control
in the future. I do not share this optimism. To me it seems
that, like the poor, we will have the malnourished always
with us. By all means let us concentrate all the energies
and all the resources at our disposal on the task of giving
what assistance we can to the malnourished masses in our
country, but let us be realistic and face the fact that under-
nutrition and malnutrition are problems that will not be
eradicated from this country while human nature and our
social structure remain what they are.
SUMMARY
Malnutrition owing to factors inherent in human nature has
little chance of being eradicated in South Africa or anywhere
else, but what of preventable malnutrition caused by restricted
access to essential foods?
An appraisal is made of the probable incidence of malnutri-
tion in South Africa and it is concluded that there must be
widespread chronic undernutrition and malnutrition among
both urban and rural non-Whites. Even in the case of the
affluent White population there is evidence that children from
the lower sodo-economic strata fail to realize their full growth
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It is considered by agronomists that South Africa is capable
of producing enough food to meet the needs of her growing
population, but the problem that faces us is not only one of
food production. It is also one of promoting the socio-econo-
mic status of an indigent and largely primitive population
majority to a level where it will be able and willing to avail
itself of the food that may be produced, or, alternatively, of
financing the production and large-scale distribution of enor-
mous quantities of food for which there can be no adequate
cash returns. Either approach would demand capital and
mallpower beyond the country's resources, and there is there-
fore little hope of eradicating malnutrition under our present
social system. We can, however, increase our efforts to bring
what relief we can to the vast numbers in our country whose
esssential food requirements are never fully met.
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VOEDING VAN DIE VOORSKOOLSE EN LAERSKOOLSE KIND
VOORLIGTING WAT AAN VOLWASSENES GEGEE WORD
M. VIUOEN, Departement Landbou-tegniese Dienste (Seksie Dieet- ell Huishoudkunde), Pretoria
Ek wil graag die faktore wat daartoe bydra dat die voor-
skoolse en laerskoolse kind nie gewensde eetgewoontes
aanleer nie, bespreek. Ek gaan my bepaal by die eetge-
woontes wat ons aantref, ons bevindings by die verskillende
inkomstegroepe in verband. met hul aankoop van voedsel,
en die probleme wat ontstaan omdat die kind nie reg
gehanteer word nie. Ons ondervinding is dat moeders hulp
nodig het, en dat die beste resultate verkry word wanneer
die gesin as geheel bearbei word.
Op versoek word lesings gegee aan verskillende lig-
game wat landbou-, vroue-, kerk-, welsyn- en ouer-onder-
wyser-organisasies verteenwoordig.
Werksklasse van die Kindersorgvereniging, die Christe-
like Maatskaplike Raad, en die Suid-Afrikaanse Vroue-
federasie word ook bearbei. Ons word hier deur die
maatskaplike werksters en leidsters van die klasse byge-
staan. Die moeders wat weekliks bymekaar kom, ontvang
dan 'n reeks lesings oor gebalanseerde en ekonomiese
gesinsvoeding. Die intensiewe bearbeiding van 'n groep
moeders is baie bevredigend. Hulpmiddels, by. flenniebord,
films en ander aanskoulike materiaal, asook die voorbe-
reiding van ekonorniese geregte waaraan geproe kan word,
help om so 'n kursus suksesvol te maak. AI die verskil-
lende instansies wat bearbei word-Blank sowel as nie-
Blank-kan nie almal hier genoem word nie, maar ek meld
graag nog die werk wat by voor- en nageboorteklinieke
van munisipaliteite gedoen word. Hier word hoofsaaklik
individuele voorligting gegee aan moeders wat deur die
geDeesheer of verpleegster na die dieetkundige verwys
word.
K illdervoeding
Die voeding van kinders kan nie as iets aparts van die
voeding van die gesin as geheel gesien word nie. Die
bevinding is dat waar die ouers iets weet van kinders en
van voeding, en self ook goeie eetgewoontes het, daar
minder voedingsprobleme met kinders ondervind word.
Gesinsvoedsel. In sulke huise is die voedsel wat op tafel
kom geskik vir alle ouderdomsgroepe en is dit Die nodig
om spesiaal vir die jong kinders te koop of te kook nie.
Die vordering van 'n welgevoede baba tot 'n welgevoede
volwassene verIoop maklik. Na die babastadium moet aan
die voeding van die kind nog dieselfde noukeurige sorg
verleen word in plaas van die laksheid wat na die eerste
jaar so dikwels intree. Sover as wat my ondervinding strek,
word die meeste moeders laks. Dr. Pauline Stitt,' voeding-
kundige van Massachusetts, beweer: ,We get our best
results in child feeding when we work with parents on
meal planning for the whole family considering which
"family foods" are suitable for the baby, A child is soon
on the family diet. His transition to family food is easiest
when he has learned to. enjoy suitable foods that are of
the family table.' Dus is dit onnodig om duur en spesiale
voedsels vir die heel kleintjies aan te koop en ook belang-
rik om te sorg dat die gesinsYoedsel geskikte voedsel is,
OOi" voedingsvoorligting voel mense oor die algemeen soos
die ou heer wat gese het: ,Vertel my maar enigiets, maar
los my eetgewoontes uit'. Dit is dus noodsaaklik dat die
dieetkundige daarin slaag om deur haar voorligting mense
se samewerking te kry om gesonde eetgewoontes vir hul-
self en hul kinders te begeer.
In verband met eetgewoontes is dit veral waar dat die
boompie gebuig moet word terwyl dit nog jonk is. Daarom
is die voeding van die voorskoolse kind so belangrik dat dit
amper nie oorbeklemtoon kan word nie. Die eetgewoontes
wat gedurende hierdie jare posvat, en die houding van die
kind teenoor sy voedsel, kan later moeilik verander of
gewysig word. 'n Goeie patroon is noodsaaklik en nie een
5005 die volgende met al sy variasies wat mens so dikwels
teekom nie:
Die ouma kom kuier en vind die kleintjies elk met 'n hand
vol lekkers. Sy het vrugte saamgebring en hulle eet ook
daarvan. Nou daag 'n tante op met roomys en weer eet die
kinders. Nie te lank daarna nie geniet hulle tee en koekies
saam met die volwassenes.
Beheer. Dit is nodig dat volwassenes beheer uitoefen oor
ho'~ en wat en wanneer kinders toegelaat word om te eet,
net 5005 dit voorheen met die baba gedoen was. Die
meeste moeders onderskat die uithouvermoe van 'n baba
en oorskat die van 'n kleuter.
Omdat die kind so gou oorgaan tot grootmensvoeding
moet daar deur die ouers fisieke beheer uitgeoefen word,
